RECOLLECTION of the earlier years of my surgical practice, and particularly of the 4difficulties I experienced, and still experience, in dealing with cases which are not progressing quite as happily as one might wish, led me to select as the subject for our discussion the complications of operations for piles. It might be said that an operation for piles is such a simple matter that when performed on an otherwise healthy patient by a competent operator it should have no complications. But our patients are not always otherwise healthy, as we sometimes find to our cost, nor are all of ifs competent all the time; and in point of fact, operations for piles are followed by complications of some sort or another often enough to provide all of us with occasional experiences of some of the pitfalls of rectal surgery. If we are lucky enough to escape them in our own work, we are pretty certain to be asked for advice and help in cases arising in the practices of those less fortunate.
RECOLLECTION of the earlier years of my surgical practice, and particularly of the 4difficulties I experienced, and still experience, in dealing with cases which are not progressing quite as happily as one might wish, led me to select as the subject for our discussion the complications of operations for piles. It might be said that an operation for piles is such a simple matter that when performed on an otherwise healthy patient by a competent operator it should have no complications. But our patients are not always otherwise healthy, as we sometimes find to our cost, nor are all of ifs competent all the time; and in point of fact, operations for piles are followed by complications of some sort or another often enough to provide all of us with occasional experiences of some of the pitfalls of rectal surgery. If we are lucky enough to escape them in our own work, we are pretty certain to be asked for advice and help in cases arising in the practices of those less fortunate.
The truth is that operations for piles are attended by such a trivial risk to life that they are often lightly undertaken under bad conditions of preparation, ancesthesia, and assistance, by those not really competent to perform them, and still less competent to carry the case to a successful conclusion in the event of some unusual difficulty. The easier and the safer an operation, the greater the discredit if anything goes wrong. It behoves us therefore who claim-or rather aspire to-a wider knowledge of proctology than those who do not belong to this Sub-Section, to see to it that we are fully alive to the possibilities of trouble, even in straightforward cases. When we are dealing with patients who are aged and infirm, or diabetic, or paralysed, or with doubtful hearts, so much the more reason for meticulous care that preparation, anaesthesia, light, operating table, and so on, shall be beyond criticism, for operations upon even such patients as these are possible and safe in the hands -of those who have been well and truly trained.
I would like briefly to refer to some of the difficulties I have met with, in the hope that I may evoke a discussion upon debatable points. On some of these there is still considerable difference of opinion expressed in recent text-books, particularly in those of a general nature, that is to say, those from which the ordinary student gets his information. We must try and put this right. I think the simplest plan would be to take the clock as my guide, and to mention the difficulties I bave met with in the order in which they are likely to arise.
Anestheties.-Chronologically therefore, we must first turn to the question of anBesthesia, and I may say at once that I have no intention of discussing the relative merits of different methods of anaesthesia in rectal cases, for that subject was adequately dealt with at a recent meeting of the Section of An'Tsthetics.' We have not, however, always the advantage of the services of a member of that Section, and in the absence of such skilled assistance it is worth bearing in mind that the position of the surgeon prevents him from keeping that watchful half-an-eye on the thoracic end of the patient that is sometimes desirable, and that sudden and complete relaxation of the anal sphincter is an indication that more than half-an-eye is needed ,at the other end. We are all agreed that a clumsy, heavy-handed operation induces more pain than one carried out gently and carefully; but, though I try not to be clumsy, there is still pain. Mr. Lockart-Mummery in his valuable book, lays stress upon the importance of maintaining asepsis in pile operations, and claims that by so doing he gets painfree results, owing to the absence of infection. I follow his technique so far as asepsis is concerned, and I expect we all do, but I do not thereby abolish pain and I do not expect to, for the pain comes in the first twenty-four hours, and it is difficult to believe that infection can have obtained such a hold in that short time as to cause a degree of pain greater than that produced by even grossly infected wounds in other parts of the body.
I have good reason to believe that many skilled and careful surgeons are less fortunate than Mr. Lockhart-Mummery, and that some of their patients, like my own, do get severe pain, and I wonder why.
No doubt post-operative pain depends to some extent upon the choice of operative method. There is, for instance, a general consensus of opinion that the cautery operation is less painful than the various types of ligature operation. On this point I am in a poor position to offer any opinion, for although I was nurtured on the clamp and cautery method, I was soon weaned to the ligature, and since then I have used no other. In my own experience with the ligature method, I have gained a strong impression that pain is less severe in women than in men, and less severe in the aged and feeble than in those more robust and muscular. I am of course speaking of ordinary patients and leaving out of consideration those whose race or temperament renders it impossible to estimate the real degree of pain experienced. Is it possible that well-developed pelvic muscles are an important factor in the pain, and is the pain really due to a reflex spasm of the levatores ani ? If it is due to reflex spasm, what induces it ? As! it appears to follow every type of operation, it must be dependent upon minor details of technique, and I wish I knew what they were.
I expect we are all agreed upon the necessity of avoiding the inclusion of the highly sensitive nerve-endings of the anal margin in the clamp or ligature. But what else can we do towards preventing pain, in addition to taking meticulous care in the details of the operation? Should the sphincter ani be stretched? I notice some difference of opinion on this point. My own impression is that stretching really helps, but I also feel that, unless it is done most gently, the tissues may be damaged so much as to vitiate any benefit that the procedure might otherwise confer.
The utmost care having failed to prevent post-operative pain, what is the best way of dealing with it ? In my view there is only one drug that is really efficacious, and that is morphia, and I invariably use it. I know that the present tendency is to regard morphia with some suspicion, and to withhold it if something else can be found to take its place even partly. You will see this reflected in many directions, particularly with regard to dosage. I am convinced that the doses in common use are frequently inadequate, and to my mind to dole out a sixth of a grain to a man weighing twelve stone and in serious pain, is to repeat the torments of Tantalus. I understand from my physiological friends that dogs have a better time in this respect than humans, and that when they are morphinized the dosage is based upon the bodyweight. I came across an interesting paragraph on the subject of morphia in a recent book entitled "Gallipoli Memories," by Compton Mackenzie. It appears that when in acute pain he had had a hypodermic injection of water administered by an optimistic doctor, and he then expresses himself somewhat forcibly as follows: are attributed to its magic potency, save only one, and that is its sure paralysis of the most atrocious pain.
If I were set in a position to judge a fellow-man, and that man pleaded addiction to morphia as an excuse for his crime, I would double his sentence, because I should remember the many sufferers who have been denied alleviation of their sufferings through the feebleness of brutes like him." I suspect that every patient who has had severe pain after an operation for piles, and who has been inadequately morphinized, will subscribe to these sentiments.
H,morrhage.-The next complication on my list is hamorrhage, certainly the most dramatic-and perhaps the most important-complication of an operation for piles, for it is practically the only one that may cost the patient his life.
I suppose it never ought to occur. but none the less it does, and published figures will give you the percentage of its occurrence in the best clinics, with operations carried out in the most favourable circumstances. Both recurrent and secondary hemorrhage appear to follow ever'y method of operating, with varying frequency. It is true that the percentages are very small, but can we do anything to make them smaller? I think we can, but only by constant attention to minutest details. We ought to try to avoid bad anesthesia, with incomplete visualization of the operation field; we ought to avoid ligature material that has been boiled once too often; we ought to avoid hurry. I personally once had a heemorrhage because I was tempted to cut off the pile masses after they had been ligatured, with the result that the ligature slipped. Of course when a patient coughs or str-ains the tension upon the pedicle of a pile is very great, and it is easy to understand that when the strangulated mass has been much reduced in size it may be pulled up through the loop of the ligature. However careful we may be, it is probable that each of us will at least once in his life have a serious hamorrhage to deal with. Those who have not yet had a case will be astonished at the quantity of blood that can be poured into the rectum without any external indication at all. I believe that primary-or rather, recurrent-hwmorrhage should always be dealt with by finding and tying the bleeding point, and for this are necessary good anesthesia, good exposure, and a number of sponge forceps with which to grasp the suspected portions of the soft, yielding and blood-stained tissues without damaging them. The special advantage of sponge forceps is that one can put on several pairs as a temporary measure until one is sure of one's ground.
Secondary haemorrhage is rnore troublesome and more difficult to deal with. It is pretty clear that it is due to sepsis, and it is extraordinary to me that it does not happen with greater frequency, for one would expect that the conditions for its occurrence were highly favourable. It seems to be agreed that in cases of secondary haemorrhage the difficulties of finding and securing the bleeding point in what may be a sloughing area are so great that the best results are obtained by plugging or packing the rectum.
In rectal operations, as in all else, troubles never seem to come singly, and it is noteworthy that if one complication is met with after operation it is very likely that others may declare themselves at a later date; for instance, in cases of secondary hamorrhage it is quite usual to find afterwards that a stricture has formed, which is easy to understand when one remembers that the underlying basis of both is probably some degree of sepsis in the operation area.
Urinary Complications.-Almost every text-book states that retention of urine should not occur after a properly performed operation for piles, yet every book gives a large variety of alternative methods of prevention and treatment. Some implicate the ligature operation; another says it is more common after the clamp and cautery; again, it is said to be due to stretching of the anal sphincter, or to interference with the anterior wall of the rectum. No doubt it sometimes follows every type of operation, and it would be a very happy thing if we could arrive at some conclusion as to how this complication might be avoided.
My own feeling is that it is in part at least the fault of the surgeon and that trauma is an important factor. I say this because I find it more common in vigorous and muscular young adults, in whose case the operation is more difficult, and I also find that I get fewer examples as I get more experienced. But I still meet with it from time to time, and no one has yet been able to give me a convincing reason as to why it should occur. Of course we are all familiar with the treatment, and no doubt we all go through the whole gamut of letting the patient sit or stand up, putting fomentations on the hypogastrium, inserting belladonna my suppositories, and finally passing a catheter. The whole point in treatment to mind is not to leave the catheter in too long, for if the bladder is allowed to become seriously over-distended then one catherization proves insufficient, and it may have to be repeated for several days. I find this especially the case in women, although, fortunately, p)ost-operative retention is very much less common in the female than in the male.
Miscellaneous.-The next group I want to mention is a rather miscellaneous set of complications that may declare themselves from the fourth or fifth day onwards.
Some of them, such as incomplete strangulation of the pile, or prominent tags of peri-anal skin that have escaped excision, are obvious, but annoying, little things, about the treatment of which there is no difference of opinion.
Fissure in ano is another trouble that sometimes appears to develop during convalescence, but I strongly suspect that in most cases the fissure was there before the operation, tucked away between two piles and overlooked. If I am right, this is merely another argument in favour of the great importance of good light and good exposure.
The rarity of the occurrence of abscess and fistula after pile operations affords the best possible testimonial to the care and skill with which we all perform them. I wonder whether the incidence of abscess is greater in cases of strangulated and sloughing piles, and I wonder how far we are justified in operating upon cases of this nature. I know that many think it is better to wait until these things have settled down, but the settling down is a tedious and painful process, and I personally have always preferred to do an immediate operation rather than subject the patient to a trying period of preparatory treatment. Certain safeguards are necessary; for instance, it is important to remember that the peri-anal tissues are cedematous and swollen, and that it is easy to remove far too much. The method selected is important, and I invariably use the ligature method by the single tie, and avoid transfixion of the swollen mass, for I think that transfixion or dissection of these tissues-already possibly infected-is taking a risk, small though it may be.
Stricture.-The patient who exchanges his piles for a stricture is reminded every day of his life of the bad bargain he has made, and no doubt he thinks-and possibly speaks-each day, of the surgeon who effected the exchange. Of course, there are strictures and strictures-those which are met with in our own practice we call constriction bands-a term which has a less guilty sound than stricture. I wonder how far we are guilty, and how far these strictures are preventable? Do they turn upon errors of operative technique, or errors in the after-treatment, or is it the patient's fault? It seems pretty clear that they do happen from time to time in cases operated upon under the best conditions-how often it is difficult to say. Some figures will put it as high as 5%, and, of course, I leave out of account Whitehead's operation, which I suppose is now very rarely done.
What is the pathology of stricture? If, as I suppose, it is due to fibrosis and contraction of granulation tissue in the submucous layers, it can only be caused either by trauma or by infection, and in considering this point, I wonder whether there is any agreement as to the relative frequency of contraction according to the type of operation employed. It is agreed, I think, that it is less common after the clamp-and-cautery operation, but as I take it that some form of ligature operation is the one that the vast majority of us employ, it is interesting to speculate as to whether there is any difference in the frequency of contraction according to the exact type of ligature operation employed. It is not quite right I think to lump all ligature operations together under one heading, for in my view they resolve themselves into two distinct classes. Firstly, the type in which the whole pile is ligatured en masse without any dissection or transfiXion or cutting beyond the V-shaped incision of the peri-anal skin, which is so necessary in order to avoid its inclusion in the ligature. The second type of operation is one in which an attempt is made to strip up the pile from the rectal wall until a definite pedicle is made, which is then transfixed and ligatured. It is clear that in the first method there is little or no interference with the submucouis tissues, while by the second method a raw surface is left which must, in any case, granulate, and which is obviously exposed to infection.
It is my definite impression that contraction bands are more common after the second method of operating than after the first, but of course it is not easy to be emphatic on points like these because I suppose most of us are more or less committed to a particular type of operation, and few of us have the opportunity of personally carrying out experiments in technique on a large enough scale to give us convincing evidence.
Mr. ASLETT BALDWIN said: I have not seen any serious complication in any of my own cases. The main factor in their prevention is the avoidance of sepsis. I perform the operation without stripping up or dilatation of the sphincter. I first swab thebowel out as high up as possible with perchloride of mercury lotion and after operation insert the two index fingers and gently dilate the mucous membrane, if there is any tendency to constriction. I then dust in an antiseptic and anesthetic powder, such as boro-chloretone. If the patient is very nervous I inject urea and quinine solution all round. If skin tags have been removed, lano-cyllin ointment with anesthesin is applied. Solid food in moderate quantity, and paraffin by mouth are given as soon as possible, and 2 or 3 oz. of warm olive oil are injected into the bowel and left there as soon as the first aperient is given; this prevents pain when the bowels act.
Mr. E. T. C. MILLIGAN: Stricture of the anal canal, or " constriction ring" as it is called, is a complication of piles which one feels should be avoided. Its formation is identical with inflammatory strictures in all tubes of the body. Inflammatory products at the site of injured surfaces stiffen and set the tissues in their usual closed position. Later these inflammatory products are replaced by fibrous tissue, and so an inelastic ring is formed which does not dilate with the rest of the canal during the passage of its contents.
The site of the constriction ring is the upper third of the anal canal ( fig. 1 ). It can be seen through the proctoscope and detected by the examining finger at that site, the twelfth day after operation (fig. 2) .
Statistics of the occurrence of this type of stricture are as follows: In a series of 282 operations for piles, it occurred in 32 cases = 11 3%. In a series of 290 operations for piles it occurred in 27 cases, = 9 * 31%. The types of operation performed in the above series were those known as the clamp-and-cautery, and ligature following the stripping up of the pile.
It is easy to see why stricture formation must follow when, after cutting into the submucous layer at the skin base of the pile, the pile is stripped along this layer off the muscles and a ligature is placed round its pedicle at the upper third of the anal canal, a narrow part of the anal canal where sphincter action is tightest, for a large bare area corresponding to the amount and thoroughness of stripping and high ligation of the pedicle of the pile is left in the anal canal ( fig. 3) . When three or more large piles are thus removed and the ligatures subsequently separate, a large bare ulcerating area encircles the upper third of the anal canal and stricture is likely to result.
In the clamp-and-cautery and in the suture methods of pile removal the mechanism of production is essentially the same, for, although the lines of crushed or sutured mucous membrane corresponding to the removed piles are adherent at the end of the operation, they subsequently separate and become bare areas healing by second intention. To prevent constriction rings it is suggested in text-books that the ligatures should be applied at different levels, which implies varying degrees of " stripping up," so that subsequent fibrous tissue will not wholly encircle the lumen; for it is only when fibrous tissue surrounds the whole tube that harmful stricture results (fig. 4) . To carry this out is difficult and unsatisfactory. A method of removing piles which theoretically should never be followed by stricture, and which indeed in a large series of cases over many years closely observed for this point, has never been followed by constriction ring, is one which, firstly, does not strip the pile off the wall of the anal canal ; and secondly, leaves comparatively large areas of intervening intact healthy skin and mucous membrane between the ligated hemorrhoids ( fig. 5 ) in striking contrast to the " stripping up " operation ( fig. 6 ). The technique recommended is as follows: A Vor U-shaped incision is made only through the skin at the skin base of the pile or if necessary at the base of the associated skin tag (fig. 7) . In this groove the ligature is laid 45 709 and the pile pulled down over the ligature, which is then firmly tied high up in the anal canal and left strangling the pile-thus the mucous membrane of the upper part of the anal canal is tied down to the lower part in segments of the anal canal corresponding to the piles removed instead of being "stripped up " (fig. 8 ). Till the ligatures separate, three radiating incisions at the anus represent the only bare areas ( fig. 5 ). When the ligatures separate, the dragged-down ligated mucous membrane of the upper end of the pile has already become adherent and so does not retract.
For completeness it mnay be mentioned that constriction rings are easily managed by weekly dilatations with finger or with bougie, and that full dilatation and elasticity are effected in from three weeks in most cases, to some months in others. It is, however, an unpleasant and sometimes painful proceeding for the patient. If constriction ring does not occur during convalescence it will not appear subsequently. It is only in the cases not detected, and therefore untreated, that symptoms of difficult defeecation arise.
If the " stripping up " operation were abandoned then there would be no anxiety about post-operative stricture of the anal canal.
Mr. CECIL A. JOLL said that with regard to Mr. Milligan's statement that in his operation for piles he left a broad area of mucous membrane between the piles which he had ligatured, his (Mr. Joll's) experience was that when primary piles were large, especially when associated, as they often were in these circumstances, with secondary piles, it was quite impossible to succeed in leaving this broad intervening band of mucous membrane.
If one measured the total amount of membrane involved by primary and secondary piles, the percentage of normal membrane left was often small.
Mr. TURNER WARWICK said that, although he agreed with Mr. Milligan that the high ligature was usually responsible for the constriction ring, he could not agree as to the mechanism of its formation. The surgeon often produced extreme narrowing of the lumen at the time of operation, by firmly drawing down the pile, and then, after some dissection, gathering within the compass of a very tightly-tied ligature the mucosa and submucosa from an area which seemed small when the pile was being firmly dragged down by an assistant. This area, when released from all tension, was extensive and roughly triangular in shape. Only too often the extremities of the base of such a triangle were points widely separated on the circumference of the anus, and the apex a point far higher above the base than was necessary.
When the surgeon had tied such a ligature and had released the pedicle, the pull on the muicosa-greatest above the apex-everted the mass into the lumen. The constriction resulted from the organization of the diaphragm formed by three or more of these everted masses.
He thought Mr. Milligan's diagrams illustrated this very clearly. Tearing down the diaphragm at the time of operation often failed to prevent the constriction ring. This procedure merely produced linear tears in the taut mucous membrane, and the diaphragm tended to re-form and organize as these tears healed.
The bare area itself usually healed and epithelialized readily and its presence played little direct part in the formation of the constriction ring above it. The formation of a constriction ring could only be effectively prevented by minimizing the "bunching" produced at the time of operation.
Mr. W. B. GABRIEL-: Of all the complications of operations for piles I believe the most serious is post-operative ulceration with stricture formation. Once this condition develops, the after-treatment may need to be continued for months or years, and a rectum so affected will probably never return to a normal condition. In preventing this condition the following two points are of great importance:
(1) Operation should never be performed on septic piles. If an internal pile is prolapsed and thrombosed, sloughing or ulcerated, it should be treated on expectant lines. The patient should be confined to bed and antiseptic compresses should be applied at 4-hourly intervals. I prefer 1 in 2,000 perchloride of mercury for this purpose. Under this treatment most infected piles will undergo spontaneous cure: the sloughs will separate, leaving clear, granulating areas, thrombosed piles will organize, and if later any other piles appear prominent I think it is better to treat them by high carbolic injections.
(2) The technique of the operation for internal piles presents many points on which I should like to give a dogmatic opinion. At operation, one point is of paramount importance-the piles should not be stripped up high. When they are held in artery forceps, with the sphincter relaxed, the ligature should be applied at the level of the anus and no higher. High stripping leads to extensive denudation of the lower rectum, a variable amiiount of ulceration is then inevitable and a long aflier-treatment is needed. My practice is to use No. 2 chromic catgut for the ligature material, and I invariably transfix each pile with a curved round-bodied needle, the ligatures being cut short. I am convinced that this technique is superior to ligature with silk, when the ends of the ligatures are left sufficiently long to hang out of the anus. These ligatures in a few days present as a dirty mass hanging from the rectum: they are really infected foreign bodies which must produce local irritation and sepsis. I have used catgut for the last nine years, and am certain that with the technique indicated above the healing is far smoother and mnore rapid than with any other method I know.
Mr. W. S. PERRIN said that for preventing pain in pile operations a prelimllinary division of the pecten band, as advised by Mr. Ernest Miles, was very effective as it rendered digital dilatation of the anus unnecessary. Digital dilatation forcibly ruptured the pecten band and caused bruising, to which much of post-operative discolmlfort was due. The old-fashioned, ligature operation in which the piles were dissected up in three masses, leaving three vertical zones of intact mucosa between the denuded areas, was the most satisfactory. Provided sufficient intact mucous membrane was left between the ligatured piles, stricture need not be feared, while ligaturing the piles with stout silk made hemorrhage impossible. Mitchell's operation, though a very good one, had, in his experience, occasionally been attended by a mild secondary hbemorrhage and occasionally also accompanied by severe post-operative pain, probably from the collection of infected exudate under the continuous catgut stitch. However thorough the attempt to disinfect the anal canal, sterilization could not always be ensured and it was probably wiser to leave a bare area to granulate than to attempt the primary union essential to the success of Mitchell's method.
SPECIMENS SHOWN.
By W. B. GABRIEL, M.S.
I.-Papilliferous Type of Carcinoma of the Rectum. A longitudinal slice through an early cancer of the rectum. The patient, F. L., a woman, aged 64, complained of bleeding and discharge from the rectum, of twelve months' duration. Sigmoidoscopy revealed carcinoma of the rectum and perineal excision was performed. The interest of the specimen lies in the fact that the cancer has spread by direct continuity only as far as the circular muscle coat. The longitudinal muscle is not penetrated in any region and there is no peri-rectal spread. The lymphatic glands do not contain metastases. A few small adenomata were found scattered about the mucous membrane above and below the growth.
II.-Cancer of Rectum associated with Villous Papillomata.-The specimen shows an ulcerating cancer near the recto-sigmoidal junction and a large villous papilloma just above the ano-rectal line, from a man, aged 75, who had suffered from diarrhoea and constipation for several months, and lately from profuse
